This paper describes a specific psychoanalytic psychotherapy for patients with severe personality disorders, its technical approach and specific research projects establishing empirical evidence supporting its efficacy. This treatment derives from the findings of the Menninger Foundation Psychotherapy Research project, and applies a model of contemporary psychoanalytic object relations theory as its theoretical foundation. The paper differentiates this treatment from alternative psychoanalytic approaches, including other types of psychoanalytic psychotherapy as well as standard psychoanalysis, and from three alternative non-analytical treatments prevalent in the treatment of borderline patients, namely, dialectic behavior therapy, supportive psychotherapy based on psychoanalytic theory, and schema focused therapy. It concludes with indications and contraindications to this particular therapeutic approach derived from the clinical experience that evolved in the course of the sequence of research projects leading to the empirical establishment of its efficacy.
Introduction
Transference Focused Psychotherapy (TFP) evolved out of the Menninger Foundation's Psychotherapy Research Project, particularly its quantitative studies, that found that patients with severe personality disorders or borderline personality organization -which would then refer to patients presenting significant ego-weaknessimproved more with a psychotherapeutic approach that focused on transference interpretations in the sessions, while providing the patient with as much support outside the sessions as was necessary to maintain the treatment frame, than similar patients treated by either standard psychoanalysis or supportive psychotherapy (Kernberg et al., 1972) . Beginning in 1976, a group of psychoanalysts and researchers developed this approach more systematically, culminating in the work of the Personality Disorders Institute at the Westchester Division of the New York Presbyterian Hospital over the past 10 years. We developed a theoretical model, a corresponding theory of technique, and clinical approaches in the treatment of severe personality disorders, testing various psychoanalytic hypotheses in terms of interpretive approaches to patients, and evaluating the therapeutic interactions by systematic videotaping of long-term treatments. In exploring the Menninger findings from the perspective of contemporary developments in psychoanalytic theory, particularly an object relations theory perspective, we operationalized the definitions and sharpened the application of psychoanalytic techniques to borderline patients, particularly regarding interpretation, transference analysis, technical neutrality and countertransference utilization. We differentiated more sharply the supportive effects of many interventions from supportive techniques proper, and applied a purely analytic model to transference interpretation. We developed techniques to maintain the treatment frame under even severe acting-out conditions, and specified initial treatment contracts with extremely regressive borderline patients. We evolved a differentiation of overall, long-range treatment objectives and corresponding 'treatment strategies,' the systematization of interventions that maintain in each session the conditions necessary for working with this patient population or 'treatment tactics', while attempting to define the specific instruments of psychoanalytic treatment throughout its course, or 'treatment techniques'. In what follows, we shall outline these treatment strategies, tactics and techniques.
Strategies
Our assumption was that patients with severe personality disorders or borderline personality organization suffer from the syndrome of identity diffusion, that is, a chronic, stable lack of integration of the concept of self and of the concept of significant others, and that the ultimate cause of that syndrome was the failure of psychological integration resulting from the predominance of aggressive internalized object relations over idealized ones. In an effort to protect the idealized segment of the self and object representations, these patients' ego was fixated at a level of primitive dissociative or splitting mechanisms and their reinforcement by a variety of other primitive defensive operations predating the dominance of repression, namely, projective identification, omnipotence and omnipotent control, devaluation, denial, and primitive idealization. Identity diffusion is reflected clinically in the incapacity to accurately assess self and others in depth, to commit in depth to work or a profession, to establish and maintain stable intimate relationships, and in a lack of the normal subtlety of understanding and tact in interpersonal situations. Primitive defensive operations, which correspond to patients' split psychological structure and identity diffusion, are manifest in patients' behavior and are an important feature of their maladaptive dealing with negative affect and conflictual interpersonal situations, contributing fundamentally to chaos and breakdown in intimacy, in work, in creativity, and in social life. In an earlier paper, one of us (Kernberg, 2006) has described in detail the etiology, psychopathology, empirical research and clinical assessment of the syndrome of identity diffusion.
The main strategy in the transference focused psychotherapy (TFP) of borderline personality organization consists in the facilitation of the (re)activation in the treatment of the patient's split-off internalized object relations that are then observed and interpreted in the transference. The conditions of treatment established by the treatment contract facilitate this reactivation of internalized object relations in the here and now. TFP is carried out in face-to-face sessions, a minimum of two and usually not more than three sessions a week. The patient is instructed to carry out free association, usually starting around the problems that brought him to treatment, and the therapist restricts his role to careful observation of the activation of regressive, split-off relations in the transference, helping to identify them and interpret their segregation in the light of these patients' enormous difficulty in reflecting on their own behavior and interactions.
The concept of identity diffusion is based on the idea of a psychological structure composed of multiple split-off object relations, positive and negative, each of them reflecting a dyadic unit of a self-representation, an object-representation and a dominant affect linking them. These dyadic units, or dyads, originate in the internalization, and subsequent unconscious revision, of affectively intense experiences in the course of early development. The vicissitudes of development in borderline individuals keep these primitive object relations dyads from becoming integrated into more nuanced and realistic representations of self and other. It is assumed that, in the borderline individual's experience, the activation of one or more of these split-off dyads determine the patient's perception of himself and the other, viz. the therapist. It is assumed that an individual internalizes both poles of a relation -the role of self and that of the 'other' -and that the patient identifies variously with the 'self' representation and the 'other' representation (both having become transitorily self-representations, although experienced alternately and with varying degrees of awareness). The reactivation of a dyad occurs with rapid role reversals in the transference, so that the patient may identify with a primitive self-representation while projecting a corresponding object representation onto the therapist, while, minutes later, the patient identifies with the object representation while projecting the self-representation onto the therapist. The difference between the two poles of the dyad does not constitute the fundamental split in the patient's internal world. The dyad is the internalization of a relationship with complementary roles. The internal split is between dyads imbued with solely positive, idealizing affects and dyads imbued with negative, aggressive affects that must be kept separate to avoid intense anxiety. Interpretations first direct the patient's attention to his identification with both roles of a given dyad and then to the co-existence within him of segregated dyads with opposing affective charges. Engaging the patient's observing ego paves the way for interpreting the conflicts that keep these dyads, and corresponding views of self and other, separate and exaggerated. Until these representations are integrated into more nuanced and modulated ones, the patient will continue to perceive himself and others in exaggerated, distorted and rapidly shifting terms.
For example, the patient may act as a desperate, powerless child who is trying to gain the attention of an indifferent mother, projecting the image of the indifferent and potentially dangerous mother onto the therapist, while, 10 minutes later, it is the patient whose behavior is that of an indifferent, rejecting mother while the ther-apist, under the effect of projective identification, experiences himself as an impotent child that is trying to obtain the attention of the aloof mother. Whether the patient is in the 'child' or the 'mother' role, this dyad sustains a negative emotional charge and must be distinguished from split-off dyads carrying positive, idealizing emotional charges that will appear at other times. Interpretation ultimately consists in linking the dissociated positive and negative dyads ⁄ transferences, leading to an integration of the mutually split-off idealized and persecutory segments of experience, helping the patient achieve a coherent and nuanced sense of self and others, thus resolving identity diffusion. In the present example, the aloof mother ⁄ impotent child dyad is a persecutory part-object relation. Its opposite may be an idealized, a loving mother ⁄ happily dependent child relationship that, in turn, is expressed in an oscillating fashion. The interpretation of these split-off relationships occurs in a characteristic sequence of three steps.
Step one is the formulation of the total relationship that seems to be activated at that moment, using metaphorical statements to present the situation as completely as possible in a way that can be understood by the patient, and the clarification of who enacts what role in that interaction. The therapist's comments are based on his observations, his countertransference utilization, and on clarifications that have been sought of the patient's experience of the relationship at each moment.
Step two consists in the observation of the interchange of the corresponding roles between patient and therapist, an important step that permits the patient, throughout time, to understand his unconscious identification with the object representation -that is usually expressed in behaviors without full awareness -as well as the selfrepresentation, leading to a gradual awareness of the mutual complementarity of these two roles.
Step two is carried out by the clarification and confrontation of both the oscillating poles of a given dyad. However, since the idealized and persecutory relationships that are activated remain typically split-off from each other in different dyads, the patient may become able to recognize his identification with both poles of a negative, or a positive, dyad while still maintaining the split or dissociated nature that separates all good from all bad relationships. Thus, for example, the indifferent mother ⁄ desperate child dyad may trade places with the totally caring mother ⁄ happily dependent child relation that, in turn, involves alternative reciprocal role identifications. Therefore, the patient's confusion is not simply in the oscillation within a dyad, but also in the fact that a dyad carrying a libidinal affect may be activated at one moment, while a dyad carrying an aggressive affect may be activated at another. Understanding the motivation for keeping these dyads separate is one of the main objectives of the interpretive work, the focus of the next step.
Step three consists in this interpretive linking of the mutually dissociated positive and negative transferences, the transferences reflecting the idealized and persecutory relationships, leading to an integration of the mutually split-off idealized and persecutory segments of experience, the corresponding resolution of identity diffusion, and the modulation of intense affect dispositions as primitive euphoric or hypomanic affects are integrated with their corresponding fearful, persecutory, aggressive opposites. For example, in the transference developments described before, the therapist may interpret the need for an idealized relationship as a defense against the emergence of the persecutory one at the point of any frustration, leading to the patient's recognition that the therapist is really neither as terrible nor as ideal as experienced before by the patient; and the patient is neither as ragefully needy and frustrated nor as (temporarily) totally satisfied and fulfilled as experienced before. This third step brings about a significant integration of the patient's ego identity, as an integrated view of self -more complex, rich and nuanced than the simplistic and extreme split-off representations -and a corresponding integrated view of significant others replace their split-off previous nature. This is also reflected in an experience of appropriate depressive affects, reflecting the capacity for acknowledging one's own aggression that had previously been projected or experienced as dysphoric affect, with concern, guilt, and the wish to repair good relationships damaged in fantasy or reality, becoming dominant.
An example is that of a woman who started TFP at age 35 with depression, chronic suicidal ideation, and an inability to maintain social relations or any job because of chronic arguments with others. After initial evaluation determined a diagnosis of borderline personality disorder with narcissistic features, the therapist proposed a treatment contract delineating the patient's and therapist's responsibilities and roles in the therapy. In addition to the patient's responsibilities regarding attendance, participation (modified free association), and payments, the patient's role would be to call 911 or go to the emergency room if at risk of acting selfdestructively (thus eliminating the secondary gain of increased contact with the therapist). As the therapy began, the first prominent dyad that emerged in her discourse was the image of a weak, injured self who was constantly berated and put down by others. Yet, the patient's initial interactions with the therapist were characterized by a non-stop discourse on her part that left the therapist feeling controlled and unable to speak freely. Exploration of this revealed a devalued image of self in relation to another who would inevitably criticize and abandon her in the context of an interaction where the patient was controlling the therapist.
There are three important points: (1) the patient's controlling behavior was such that no one other than a therapist dedicated to helping her would stay in a relation with her (an example of how the internal representations of borderline patients generate behavior that brings about the outcome they fear); (2) the patient's primitive defense mechanisms were apparent: her projection of the 'bad' abandoning object on the therapist with the need to then control it in him; and (3) the patient's controlling actions and the therapist's countertransference (feeling controlled) were the most affectively-laden part of the sessions and therefore needed to be addressed first. The therapist first interpreted the patient's omnipotent control in a way that freed the patient to participate in a more open and interactive interchange.
Responding to the patient's rapid-fire speech in every session, the therapist commented: ''Have you noticed how you fill the sessions with a kind of pressured speech that does not leave me any room to comment? [Generally, if the therapist tried to speak, the patient would speak over him.] It is as though you feel the need to control me, to keep me from acting freely.'' Patient: ''If I didn't control you, you'd leave me, like everyone else.'' Exploration of this fear helped the patient understand that her behavior was rooted in an anxiety stemming from an internal image of the other that determined how she experienced her therapist. The next stage of therapy was marked by the patient's increasing berating of the therapist, which she did not recognize as such consciously. She felt she was reacting in a justified way to his shortcomings and failures toward her (e.g. his going away at times). The therapist helped the patient to observe her own identification with and enacting of the devaluing, critical one, to see its relation to feeling devalued and criticized, and also to understand that neither one of these needed to be the case. The patient gained awareness that the drama she experienced endlessly with others was the enactment of a relationship between two parts of herself and that she was living the contradiction of being both the victim and the critic ⁄ attacker, although with less awareness of the latter and usually experiencing this relationship as between her and others (a situation she often created) rather than within herself. This awareness allowed her to begin to assume responsibility for and tame the harsh critical part within her. In terms of the transference meanings of the reactivated internalized object relations from her unconscious past, the grandiose, controlling, derogatory object represented an aspect of her grandiose self identified with the image of a dominant, persecutory mother, in relation to whom she experienced herself as an impotent, depreciated, attacked little girl.
As therapy advanced, there were signs of the patient's attachment to the therapist: coming on time while protesting that therapy was a waste of time, missing her therapy while angrily proclaiming that her therapist was irresponsible for going away, etc. Her therapist made the interpretation that it must be difficult for her to be attached to him (thus going a step beyond anything she had stated and bringing the positive dyad into their dialogue more explicitly) because of her fear that the kind of longing she experienced for him could never be reciprocated by anyone. The therapist's matter-of-fact mention of this imagined positive relationship freed the patient to begin to discuss her fantasies of an ideal relationship with him as the perfect provider and protector she had never experienced. The patient had been reluctant to express this idealized view of their relation for fear that the negative, rejecting image of the other would prove real and destroy her longing for closeness in a brutally humiliating way. The ability to discuss and observe both sides of the split allowed the patient to achieve an integrated, more balanced view of herself, others, and relationships.
Another example, from the advanced phase of the treatment is that of a 26 yearold borderline patient who had sharply alternative experiences of the therapist: on the one hand, he was a stern, scolding father who harshly tried to make her 'behave', very critical of her sexual life and totally insensitive to her moods and feelings; at other times, he seemed to be a sexually tolerant, even warm, well-intentioned but weak man whom she could seduce into being manipulated by the display of her sexual attractiveness. But now he could not be trusted and provided excitement but no real understanding. This pseudo-idealization of a weak and gullible man who provided her with a sense of power and security in her sexual attractiveness was the opposite of the feared, prohibitive and resented father, who, however, represented integrity and strength. At a certain point, the therapist was able to point out to her how this split in the image of her father, repeated in her failing relationships with men, represented a defense against the image of a powerful and sexually attractive father with whom a good relationship was forbidden because of unconscious oedipal guilt. This example, we may add, also illustrates how the predominance of primitive defensive operations does not preclude the availability of other, more advanced defenses and conflicts, particularly of an advanced oedipal kind, that are buried underneath the dominance of splitting and related mechanisms and the primitive condensation of oedipal and pre-oedipal issues that are characteristic for patients with severe personality disorders.
The intolerance of overwhelming emotional experiences is expressed in the tendency to replace such emotional experiences by acting out, in the case of most borderline patients, and somatization (Green, 1993) . The fact that primitive conflicts manifest themselves in dissociated behavior rather than in the content of free association is a fundamental feature of these cases that facilitates transference analysis with a relatively low frequency of sessions, while the very intensity of those conflicts facilitates the full analysis of these transference developments. What is important in these cases is establishing very clear boundaries and conditions of the treatment situation, so that a 'normal' relationship is defined in the therapy that immediately enters into contrast with the distortions in the therapeutic relationship derived from the activation of primitive transferences. This leads to the discussion of a second major aspect of the treatment: the tactics used by the therapist in each session that create the conditions necessary for the use of interpretation and other treatment techniques.
Tactics
In the establishment of the treatment contract, in addition to the usual arrangements for psychoanalytic treatment, the therapist describes a structure to address urgent difficulties in the borderline patient's life that may threaten the patient's physical integrity or survival, that of other people, or the continuation of the treatment. This is done by setting up conditions under which the treatment can be carried out that involve certain responsibilities for the patient and certain responsibilities for the therapist. A typical example is that of patients with chronic characterological suicidal behavior, where the contract offered to the patient leaves the patient with the responsibility of either getting himself ⁄ herself to an emergency room when suicidal impulses become so strong that they cannot be controlled, or, if the patient can control them, a commitment to bring them up for exploration in the next session. It is important to underline that this applies to suicidal behavior that is characterological, a 'way of life', and not a symptom of severe depression. What is important in these structuring arrangements at the beginning of the treatment is, first, that the therapeutic structure eliminate the secondary gain of treatment, and, second, that, in a situation where limits or restrictions need to be established in order to preserve the patient's life or the treatment, the transference implications of these restrictions or limit-settings need to be interpreted immediately. The combination of limit-setting and interpretation of the corresponding transference development is an essential, highly effective, and, at times, life-saving tactic of the treatment. Yeomans et al. (1992) have described in detail the techniques and vicissitudes of contract setting, although TFP has evolved to include more flexibility in the use of the contract than is described in that text.
The manual of Transference Focused Psychotherapy describes in detail the priorities to address in carrying out the therapy. With regard to choosing which theme to address at any given moment in the material that the patient brings to the session, the most important tactic is the general analytic rule that interpretation has to be carried out where the affect is most intense: affect dominance determines the focus of the interpretation. The most intense affect may be expressed in the patient's subjective experience, in the patient's nonverbal behavior, or, at times, in the countertransference -in the face of what on the surface seems a completely frozen or affectless situation (Kernberg, 2004) . The simultaneous attention, by the therapist, to the patient's verbal communication, non-verbal behavior, and the countertransfer-ence permits diagnosing what the dominant affect is at the moment -and the corresponding object relation activated in the treatment situation. Every affect is considered to be the manifestation of an underlying object relation.
The second most important consideration in determining the selection of what is interpreted is the nature of the transference. This is easy to determine when major affect development coincides with transference development, but there are times where most affect occurs related to extra-transferential conditions or the patient's external world. Such affective dominance in the patient's external world, of course, always has transference implications as well; the focus, however, has to start on the external affectively invested situation, only shifting into a transference interpretation when the corresponding transference development clearly occupies the center of the patient's present interaction with the analyst. This is an important tactic derived from Fenichel's (1941) technical recommendations, and reflects a flexibility in this approach, that focuses simultaneously on the transference and on developments in these patients' external lives.
When treating patients with severe personality disorders, another tactical approach relates to certain general priorities that need to be taken up immediately, whether or not they reflect affective dominance in the session, although they usually do. These priorities include, in order of importance: (a) suicidal or homicidal behavior, (b) threats to the disruption of the treatment, (c) severe acting out in the session or outside, that threatens the patient's life or the treatment, (d) dishonesty, (e) trivialization of the content of the hour and (f) pervasive narcissistic resistances, that must be resolved by consistent analysis of the transference implications of the pathological grandiose self Kernberg, 1984) . Important tactical aspects of the treatment involve dealing with conditions of severe regression, including affect storms, micropsychotic episodes, deceptiveness, negative therapeutic reactions, and 'incompatible realities'. We have developed specific technical approaches to these situations, described in our manual.
Techniques
While 'strategies' refer to overall, long-range goals and their implementation in transference analysis, and 'tactics' to particular interventions in concrete hours of treatment, 'techniques' refers to the general, consistent application of technical instruments derived from psychoanalytic technique. The main technical instruments of Transference Focused Psychotherapy (TFP) are those referred to by Gill (1954) as the essential techniques of psychoanalysis, namely, interpretation, transference analysis, and technical neutrality. If psychoanalysis consists in the facilitation of a regressive transference neurosis and the resolution of this transference neurosis by interpretation alone carried out by the psychoanalyst from a position of technical neutrality, TFP may be defined, in terms of its technical utilization, by these same three instruments, somewhat modified, however, as we shall mention below, with the important contribution of countertransference analysis as an additional major technical instrument.
The use of interpretation focuses particularly on the early phases of the interpretive process, namely, clarification of the subjective experience of the patient (clarification of what is in the patient's mind rather than clarifying information to him), and confrontation, in the sense of a tactful drawing of attention to any incon-sistencies or contradictions in the patient's communication -either between what the patient says at one point in contrast to another, between verbal and nonverbal communication, or between the patient's communication and what is evoked in the countertransference. Nonverbal aspects of behavior become extremely important in the psychoanalytic psychotherapy of severe personality disorders. Interpretation per se, that is, the establishment of hypotheses regarding the unconscious functions of what has been brought forth by clarification and confrontation follows these two techniques. Interpretation as a hypothesis about unconscious meaning refers, first of all, to interpretation of unconscious meaning in the 'here and now', the 'present unconscious' (Sandler and Sandler, 1987) , in contrast to genetic interpretations that link the unconscious meaning in the 'here and now' with assumed unconscious meanings in the 'there and then', that become important only in advanced stages of the treatment of severe personality disorders. Interpretation, in short, is applied systematically, but with heavy emphasis on its preliminary phases: clarification and confrontation, and the interpretation of the 'present unconscious'.
Transference analysis differs from the analysis of the transference in standard psychoanalysis in that, as mentioned before, it is always closely linked with the analysis of the patient's problems in external reality, in order to avoid the dissociation of the psychotherapy sessions from the patient's external life. Transference analysis also includes an implied concern for the long-range treatment goals that, characteristically, are not focused upon in standard psychoanalysis, except if they emerge in the transference. In TFP, an ongoing concern regarding dominant problems in the patient's life is reflected in the occasional introduction of reference to major conflicts that brought the patient into treatment or that have been discovered in the course of the treatment, bringing such conflicts into the treatment situation even if they are not transference-dominant at that point. This introduction of 'extra transference material' follows the therapist's assessment that a significant splitting operation is in process, shielding a certain important conflict in the patient's external life from exploration in the treatment. Here the therapist's overview of the total treatment situation and the total life situation of the patient may determine that he introduce a subject matter 'arbitrarily' (at times, at least in the patient's mind), and then focus on the transference development that occurs as a consequence of introducing such a major life theme. While transference analysis starts from session one, and in this regard the treatment has significant similarities with Kleinian technique (both because of the dominant emphasis on transference analysis and on primitive defenses and object relations), this bringing in of external reality is a fundamental difference from Kleinian and, to some extent, also from ego psychological psychoanalysis.
Technical neutrality is an ideal point of departure within the treatment at large and within each session because it counters patients' tendency to externalize their intrapsychic conflicts. However, at times it needs to be disrupted because of the urgent requirement for limit-setting and even in connection with the introduction of a major life problem of the patient that, at such point, would seem a non-neutral intervention of the therapist. Such deviation from technical neutrality may be indispensable in order to protect the boundaries of the treatment situation, and the patient from severe suicidal and other self-destructive behavior, and requires a particular approach in order to restore technical neutrality once it has been abandoned. What we do, following an intervention that clearly signifies a temporary deviation from technical neutrality (for example, by taking measures to control a patient's accumulation of medication with suicidal intentions), is the analysis of the transferential consequences of our intervention, to a point where these transferential developments can be resolved and then be followed with the analysis of the transference implications of the reasons that forced the therapist to move away from technical neutrality. Technical neutrality, in short, fluctuates throughout the treatment, but is constantly worked on and reinstated as a major process goal.
The utilization of countertransference as a major therapeutic tool has already been referred to as an important source of information about affectively dominant issues in the hour. The intensity of the countertransferences evoked by patients with severe character pathology and consequent severely regressive behavior and acting out in the transference requires an ongoing alertness to countertransference developments that the therapist has to tolerate in himself ⁄ herself, even under conditions of significant regression in countertransference fantasies and impulses of an aggressive, dependent, or sexual kind. That internal tolerance of countertransference permits its analysis in terms of the nature of the self-representation or the object representation that is being projected onto the therapist at that point, facilitating full interpretation of the dyadic relationship in the transference, so that countertransference is utilized in the therapist's mind for transference clarification. Countertransference should not be communicated directly to the patient but worked into transference interpretations. In this regard TFP follows strictly analytic criteria typical of the ego psychological, Kleinian, British Independent, and French approaches.
As Green (2000) has pointed out, the avoidance of traumatogenic associations drives borderline patients to jump from one subject to the next, thus expressing their 'central phobic position', and may seem bewildering to an analyst used to expecting the gradual development of a specific theme in free association, thus leading to clarify the subject matter that is being explored. Here, waiting for such a gradual deepening of free association is useless, because of this defensive jump from one subject to the next, also related to the splitting operations that affect the very language of the patient (Bion, 1968) .
The corresponding technical approach in TFP consists of an effort to interpret rapidly the implication of each of the fragments that emerge in the hours, with the intention of establishing continuity by the very nature of the interpretive interventions that gradually establish a continuity of their own. This approach may be compared to the interpretive work with dreams, where the interpretation of apparently isolated fragments of the manifest dream content leads gradually to the latent dream content that establishes the continuity between the apparently disparate elements of the manifest content.
Empirical findings
Our research efforts from the beginning have been theory driven, interdisciplinary, and focused on an articulated model of treatment development (Kazdin, 2004) involving an extensive examination of the patient pathology, treatment articulation, and tests of both the effects of the treatment (e.g. symptom change) and how the treatment achieves its overall goal (e.g. mechanisms of change). An object relations model of the borderline pathology led us to focus upon psychological manifestations of identity diffusion and inadequate ⁄ distorted conceptions of self and others. We have developed a self-report measure of personality organization, with attention to constructs of identity diffusion, primitive defenses, and reality testing (Lenzenweger et al., 2001) . We have also utilized the Adult Attachment Interview (AAI) to examine the patients' articulated conceptions of self and others . This instrument yields not only a classification of attachment organization based upon present conceptions of self and others, but also produces a dimensional score of reflective functioning which can be used as a marker of change in treatment.
Our interdisciplinary approach has allowed us to examine the relationship between psychological or personality organization, and organization at the neurocognitive level of the organism. With Michael Posner, we examined the non-affective attention system in borderline patients compared to normals, and found that borderline patients are defective in conflict resolution (Posner et al., 2003) . In extensive laboratory tests of neurocognitive functioning, we have demonstrated that borderline patients are deficient in executive functioning . In a further step to examine neurocognition that is affectively charged, we worked with David Silbersweig to utilize an emotional go ⁄ no go task in the fMRI environment to assess the process of affect regulation in borderline patients as compared to normals (Silbersweig et al., 2007) . As hypothesized, BPD patients as compared to normals demonstrated decreased ventromedial prefrontal activity under conditions associated with the interaction of behavioral inhibition and negative emotion. In addition, under conditions of behavioral inhibition in the context of negative emotion, decreasing ventromedial prefrontal and increasing extended amygdalar-ventral striatal activities correlated highly with measures of decreased constraint and increased negative emotion in borderline patients.
The object relations model enhanced by these data provided a platform on which we could develop a treatment. Senior clinicians led by Otto Kernberg treated borderline patients while videotaping the process. Small clinical groups reviewed the treatments, session by session, and articulated the principles of the intervention. The resulting treatment manual is an articulation of the principles of treatment as the treatment unfolds from early phase, to mid phase, to end phases, illustrated by clinical situations we have encountered.
With therapists trained in the treatment and a written description of the treatment, we were in a position to assess the effectiveness of the intervention. Our first study applied TFP to a sample of female borderline patients, and we compared the patients' clinical condition at the end of a year of treatment to their clinical condition during the year prior to the treatment. These preliminary results were encouraging as the patients treated with TFP showed a significant reduction in the number of patients who made suicide attempts, a significant decrease in the average medical risk of parasuicidal acts and improvement in the average physical condition following these acts, and also significantly fewer emergency room visits, hospitalizations and days hospitalized. After the year of TFP, 52.9% of the subjects no longer met criteria for BPD .
The next step in treatment development was a randomized clinical trial in which TFP could be compared in its effectiveness with competing treatments. With the generous assistance of a grant from the Borderline Personality Disorder Research Foundation, we organized a randomized clinical trial to compare TFP with the existing empirically supported cognitive-behavioral treatment, DBT, and a supportive treatment that was psychodynamically oriented but did not use transference interpretations Rockland, 1992) . This design was unique in several respects. We included both female and male borderlines, whereas previous studies had included only females. The design had elements of effectiveness and efficacy studies, in that the assessment was done in a standardized way at the hospital, but treatment was provided by clinicians operating in the community.
We utilized individual growth curve analysis to investigate change in the six domains of outcome (suicidality, aggression, impulsivity, anxiety, depression, and social adjustment) over the one year of treatment. We first examined the impact of the three treatments on the rate of clinical change. The prediction of change toward improvement for each of the three treatments was significant for depression, anxiety, global functioning, and social adjustment (all p < .05, effect sizes all in the large range [r > .36]). TFP and DBT were significantly associated with improvement in suicidality (p < .01, effect sizes r = .33 and .34, respectively), and TFP (p < .001, effect size r = .44) and SPT (p < .05, effect size r = .28) were significantly associated with improvement in anger. TFP was predictive of change in Barratt Factor 2 (attention impulsivity), irritability (p < .005), verbal assault (p < .001, and direct assault (p < .05). The effect sizes ranged from medium (r = .26) to large (r = .43), with a large average effect size (r = .34). SPT alone was predictive of improvement in Barratt Factor 3 (non-planning impulsivity) (p < .02, effect size r = .31). Thus, TFP predicted significant improvement in 10 of the 12 variables across the 6 domains, DBT in 5 of 12, and SPT in 6 of the 12 variables.
It is becoming clear from our study and that of others that BPD is a chronic but treatable disorder. What remains unclear, however, is how the treatments produce changes in the patient during the treatment that result in significant clinical improvement. Do the various treatments operate in the manner in which the authors hypothesize? For example, do patients in DBT reduce suicidal behavior because they learn affect regulation skills during the treatment and apply them when needed? In the randomized clinical trial noted above, we utilize a measure of reflective functioning (RF) derived from the structured interview the AAI (George et al., 1998) to assess RF prior to and after one year of treatment with TFP, DBT, or SPT (Fonagy et al., 1998) . We found, as hypothesized, that TFP significantly improved reflective functioning, whereas reflective functioning did not change in the other two treatments . There was a significant effect of treatment group on RF post-treatment after the effect of pre-treatment RF was controlled for (p < .05) with a very large overall effect size (r = .89). Patients in the TFP treatment condition significantly increased RF compared with DBT (p < .05, medium effect size, r = .27), and SPT (p < .05; large effect size, r = .39). This suggests that TFP operates as hypothesized, namely, it leads to a significant improvement in the patients' capacity to reflect upon their thoughts, feelings, intentions of themselves and significant others in their lives Yeomans et al., 2008) .
New learning in the application of TFP
As our clinical experience broadened with a wider spectrum of borderline patients we found that certain practical variations in our technical approach were helpful for particular cases. There has been no overall change in our general technical approach, but rather a flexible adaptation to individual cases. Some typical examples include severely narcissistic patients whose dismissive and consistently arrogant behavior could be quite provocative of intense countertransference reactions, and where systematic analysis of the relation between a pathological grandiose self and the projected devalued, inferior part of self projected onto the therapist needed early and consistent attention. Generally provocative and challenging behavior of some borderline patients tended to move the therapist into a reinforced, chronic countertransference reaction showing as either inhibition in his interpretive efforts, or involvement in countertransference acting out: arguing with the patient, or premature pessimism regarding the treatment. Patients with antisocial behavior were mostly prone to premature disruption of the treatment.
Environmental conditions that were clearly harmful to the patient's life and even survival, such as severely abusive boyfriends or parental figures, required modification in the initial contract setting. Certain therapists were not able to maintain the appropriate speed -the tempo of intervention; other therapists were tempted to shift into supportive techniques when confronted with crises, which reinforced patients' acting out.
The interpretive clarification of patients' contradictory affect states was very difficult with some patients necessitating a much slower approach to these confrontations, so that the rhythm and duration of interpretive 'cycles' took more time than we had generally anticipated. We have not found the difficulties with symbolization hypothesized by Bateman and Fonagy: many patients showed such a difficulty at points of intense affective storms, but not in 'cooler' periods of the treatment.
While ours is a manualized treatment, it should be emphasized that this approach cannot be learned only from a book. On the contrary, ongoing supervision seemed to be the essence, and the mutual supervisory process of senior clinicians stimulated more junior ones to openly ask for help and be able to accept it.
Indications and contraindications
On the basis of our clinical experience achieved in the course of the development of our project, we arrived at the following recommendations regarding the practical applications of TFP.
The most general indication for Transferenced Focused Psychotherapy (TFP) is for patients with borderline personality organization, that is, presenting severe identity diffusion, severe breakdown in work and intimate relationships, in their social life, and with specific symptoms linked to their particular personality disorder. This indication includes most personality disorders functioning at a borderline level, such as the borderline personality disorder per se, the more severe cases of histrionic personality disorder, paranoid personality disorders, schizoid personality disorders, narcissistic personality disorders functioning on an overt borderline level (that is, having all the symptoms of borderline personality disorder and narcissistic personality disorder as well), and patients functioning at a borderline level with severe complications typical of these cases, if and when such complications can first be treated and controlled. These include alcoholism, drug dependency, severe eating disorders, particularly severe anorexia nervosa, patients with antisocial behavior but definitely not with an antisocial personality proper (which has no indication for psychotherapeutic treatment), schizotypal disorders, and severe hypochondriasis. In all individual cases, we evaluate first whether, even for such severe personality disorders, psychoanalysis may be the treatment of choice, as, for example, is the case for many histrionic personality disorders.
The main contraindications include, as mentioned before, the antisocial personality proper, and some narcissistic patients with severe antisocial features, as well as patients with chronic dishonesty that affects their capacity for verbal communication, such as pervasively dominant pseudologia fantastica: in short, severe degrees of chronic dishonesty that limit the capacity for honest communication and make the resolution of these psychopathic transferences very difficult. In contrast, patients with aggressive, provocative, irresponsible social behavior who, however, still are able to experience some degree of loyalty, investment in friendship and work, are optimal candidates for TFP.
Another major contraindication is overwhelming secondary gain of illness, provided by financial social support, supportive housing, financial means provided to many patients with severe personality disorders, who, unfortunately, are treated as if they were chronic schizophrenic patients, and whose capacity to lead a parasitic life depending on the State or on wealthy families becomes a major life-sustaining goal. Patients without any social life at all, reduced for many years to staying in their room, watching television, and drifting in some way through life, also have a reserved prognosis but in many cases can be treated if an adequate treatment contract is in place. Patients should optimally have a normal IQ in order to undergo TFP.
There are patients in whom an inordinate amount of self-directed aggression expresses self-destruction as a major life goal, and the wishes to destroy themselves may be more powerful than the wishes to live and be treated. Some of these patients can be recognized before the treatment starts, others only in the course of the treatment, although a long series of extremely severe suicidal attempts and a long history of what seems almost willful destruction of life opportunities may signal this condition. Many of the patients with contraindications for TFP psychotherapy may have an indication for supportive psychotherapy, a subject to which our Personality Disorders Institute has contributed significantly (Appelbaum, 2006; Rockland, 1992) .
The relationship between Transference Focused Psychotherapy and alternative psychoanalytic approaches
The comparison of Transference Focus Psychotherapy (TFP) with an ego psychological approach to psychoanalysis has already been outlined in pointing to the use of the same analytic tools -interpretation, transference analysis, and technical neutrality -but with the modification of these techniques in TFP spelled out before, signaling the difference between TFP and psychoanalysis proper. Listening to an individual session of TFP and of psychoanalytic treatment, one might notice few differences between the two, but over a period of time the differences in employment of techniques would reveal a different atmosphere of treatment. Important correspondences between TFP and ego psychological psychoanalysis are the consistent focus on the patient's immediate behavior in the hours, the proceeding from surface to depth, and starting from a common basis of observations shared by patient and therapist, that reflects the new developments in ego psychology related to defense analysis as spelled out by Gray (1996) and Busch (1992 Busch ( , 2000 . It needs to be pointed out, however, that Kleinian analysis has also shifted, in recent years, to focus on the dominant anxieties in the 'here and now' rather than immediately pursuing the assumed deepest level of anxiety as proposed in traditional Kleinian technique (Spillius, 1988) .
Regarding the differences between TFP and traditional ego psychologically based psychoanalytic psychotherapy as taught in American university settings over the past 50 years, TFP is more centered on transference interpretation, avoids supportive techniques in order to facilitate full development of the transference, and, because of the empirical research that has facilitated its gradual development, may be described as more specific and precise with regard to the use of parameters and techniques, leading to clearer delimitations from other approaches.
We have mentioned before that, to an ego psychologically trained psychoanalyst, some of the technical interventions in TFP, the frequency of interventions, the early nature of transference interpretation, may all convey a Kleinian aspect to TFP. Indeed, insofar as TFP leans heavily on the contributions of the Kleinian school regarding primitive defenses operations, object relations, and the nature of early condensation of oedipal and preoedipal conflicts, it fully utilizes the corresponding contributions from that school, particularly the work of Bion (1968 Bion ( , 1970 , Rosenfeld (1964 Rosenfeld ( , 1971 Rosenfeld ( , 1978 Rosenfeld ( , 1987 , Steiner (1987 Steiner ( , 1993 , and others (Spillius, 1988) . In effect, comparing the facility and difficulties that psychoanalysts from different theoretical orientations show when undergoing training in TFP, our experience has been that psychoanalysts with a basic Kleinian orientation have the greatest facility for acquiring the technique of TFP and learning it with remarkable speed.
The main difference of TFP with standard Kleinian psychoanalysis, apart from the reduced session frequency of TFP, the face-to-face setting, and the therapist's ongoing 'scanning' of the patient's life outside the sessions, is the nature of the modification of technical neutrality in TFP in the sense of limit-setting under conditions of threat to the patient's physical well-being, to the patient's life, or under conditions of major threats to the patient's social survival stemming from his psychopathology. As mentioned before, technical neutrality oscillates throughout the treatment, and the therapist's bringing into the analytic situation major life problems of the patient that appear to present urgency while not emerging, at that time, as dominant themes in the transference is in contrast to the Kleinian analyst's efforts to be guided almost exclusively by the transference in formulating interpretative comments.
Insofar as the intersubjective ⁄ relational approach to psychoanalysis tends to put less emphasis on aggressive features and on primitive sexuality, similarly to the selfpsychological approach, TFP also would differ from that approach. However, the strong focus on the immediate interactional processes that characterizes the intersubjective ⁄ relational approach is similar to the ongoing focus on the immediate interpersonal interactions in TFP, as is also the ongoing focus on countertransference developments. One important difference, however, is that direct countertransference communication, recommended by some authors of the relational approach (Renick, 1993 (Renick, , 1996 stands in sharp contrast to Transference Focused Psychotherapy's systematic non-communication of countertransference, as already mentioned. And TFP attempts to explore profound levels of primitive fantasies and object relations that diverge gradually from the more surface levels of interaction in focusing on the patient's intrapsychic life.
Mentalization based therapy (MBT) is a new psychoanalytic psychotherapy for borderline conditions proposed by Fonagy (2004a, 2004b ) that also has been confirmed as empirically effective in the treatment of these conditions in a day hospital setting Fonagy, 1999, 2001) , and is based on a consistent effort to increase the patient's mentalization, namely, the patient's capacity to recognize mental states in himself and in others, and to acquire, in the process, a capacity for self-reflection and appropriate assessment of others in depth that would significantly improve his mental functioning and general symptomatology. Although this assumption is formulated somewhat differently from our efforts to resolve identity diffusion, it refers to the related processes of developing the patient's realistic and integrated sense of self that would permit him to evaluate any particular affective state from the perspective of that integrated self, and to evaluate the mental states of others within the context of a realistic assessment of others in depth.
The important difference lies in MBT's assumption that early interpretation is dangerous and potentially damaging because it imposes a formulation on the patient that does not correspond to his experienced mental state. We disagree with this assumption and believe that it is based on confusing (a) the nature of interpretation with healthier patients, where defensive operations center on repression and interpretation points to unconscious meanings that were not in the patient's conscious mind but that, through free association, may become conscious as a response to correct interpretations, with (b) the different nature of interpretation indicated when the predominant defensive operations are primitive dissociation or splitting and not repression. In this latter case, interpretation is not directed to 'impose' mental contents on the patient that he does not experience conscientiously, but is geared to help the patient link different mental states that he is dissociatively, but conscientiously experiencing in the context of his interactions with the therapist.
However, insofar as, with the exception of the greater emphasis on the treatment contract and parameters of treatment in TFP, the initial phases of TFP and the description of MBT are practically identical, we suggest that MBT corresponds closely to the initial phase of TFP, and the fact that this in itself is already helpful to patients reinforces our general view that contemporary psychoanalytic psychotherapy for severe personality disorders that is cognizant of the nature of the psychic structure and the corresponding transference developments of these patients is an important and helpful modality of treatment.
Differences with SP, DBT, and SFT
Comparison of TFP with other empirically supported treatments for borderline personality -MBT (Bateman and Fonagy, 1999) , supportive psychotherapy (SP) , dialectic behavioral therapy (DBT) (Linehan, 1993; Linehan et al., 2006) and schema focused therapy (SFT) (Giesen-Bloo et al., 2006; Young et al., 2003) -introduces the question of how treatments based on somewhat different understandings of the pathology and how to treat it have all been shown to be correlated with improvement in symptoms. This may be explained to some degree by the role of elements of therapy that are not specific to a particular model. Or, as Gabbard suggests, it may be that there are specific effects of different techniques of therapy and that we are nearing a time when therapeutic approaches can be chosen according to the specific 'clinical constellation' of the individual patient (Gabbard, 2007) . A fuller discussion of proposed 'mechanisms of action' in the models of therapy considered here can be found elsewhere .
A general difference between TFP and ST, DBT, SFT, and also MBT is that the latter ones see BPD as a disorder based on deficit rather than on internal conflict. To compare TFP more specifically with psychodynamic supportive psychotherapy (SP), starting from the same theoretical basis, SP attempts to strengthen directly patients' adaptive functioning by means of cognitive support (advice-giving, information-giving), affective support (reassurance, praise, verbal conveyance of empathy), direct intervention in the patient's life outside the sessions, and non-interpretation of the transference in consonance with a non-technically neutral attitude. In SP, efforts to foster and protect a positive transference are the method preferred to facilitate identification with the therapist's emotional and cognitive attitude and views of the relevant emotional conflicts. TFP, in contrast, is based on a consistent attitude of technical neutrality, non-utilization of supportive techniques, and systematic transference analysis in the 'here and now'.
Regarding the cognitive-behavioral-based integrative approaches, DBT and SFT, TFP differs in attempting to resolve intrapsychic conflicts between contradictory internalized object relations and the distortions of perception that accompany them, with a strong emphasis on integrating projected internalized object relations. In contrast, DBT sees borderline pathology as based primarily on an individual's emotional dysregulation and combines validation of affective states with teaching skills to tolerate distress, to avoid or distract in order to reduce or eliminate painful emotions, and to stop problem behaviors. These techniques have been associated with symptom reduction (Linehan et al., 2006) . Along with the differences, there are interesting similarities between TFP and DBT in terms of the need for a clear and articulated treatment structure, a sense of the priority of issues to be addressed, a continuing stress on and protection of the frame of the treatment, and the need for ongoing supervision groups.
Within schema focused therapy (SFT), the concept of maladaptive schemas (ways of experiencing self and others) may bear a similarity to the concept of object relations dyads. However, the two concepts differ in that schemas are seen as cognitions that, while not in the patient's awareness, have not been modified by the psychological forces (drives, fantasies, etc.) described in psychoanalytic writings and are not kept from awareness by dynamic forces. Based on a deficit model of BPD, SFT sees inadequate parenting as leaving the patient with unfulfilled 'core childhood needs', such as safety, a stable base, predictability, love, nurturing, attention, acceptance, praise, empathy, realistic limits, and the validation of feelings and needs. The therapy is meant to provide the patient with fulfillment of these needs with strategies including: cognitive restructuring, emotion-focused techniques, behavioral life pattern change, 'limited reparenting', and 'schema mode work'. SFP is explicitly supportive, recommending, among other things, that the therapist nurture, praise, provide extra time and transitional objects, and, 'when appropriate', physically hold the patient. This model, like DBT and to some extent like MBT, rejects the need to integrate aggressive affects, seeing all aggressive affects as stemming from justifiable anger.
In conclusion, Transference Focused Psychotherapy, a psychoanalytic treatment modality specifically geared to treat severe personality disorders, is a significant extension of psychoanalytic treatment for a broad spectrum of patients, empirically validated to an extent that warrants further exploration of its role in the treatment of a large, severely ill and challenging patient population.
Translations of summary Ü bertragungsfokussierte Psychotherapie: Ü berblick und Update. Dieser Beitrag beschreibt eine psychoanalytische Psychotherapie, die speziell für Patienten mit schweren Persçnlichkeitsstçrungen entwickelt wurde; er erläutert das technische Verfahren sowie spezifische Forschungsprojekte, die die Effektivität der Methode empirisch nachgewiesen haben. Diese Behandlung beruht auf den Erkenntnissen des Menninger Foundation Psychotherapy Project und benutzt ein Modell der modernen psychoanalytischen Objektbeziehungstheorie als theoretische Grundlage. Der Beitrag unterscheidet diese Behandlung nicht nur von alternativen psychoanalytischen Verfahren einschließlich anderer Methoden der psychoanalytischen Psychotherapie sowie der Standard-Psychoanalyse, sondern auch von drei alternativen, nicht-analytischen Behandlungen, die in der Behandlung von Borderline-Patienten führend sind, nämlich die dialektische Verhaltenstherapie, die supportive, auf der psychoanalytischen Theorie beruhende Psychotherapie und die schema-fokussierte Therapie. Der Beitrag schließt mit Indikationen und Kontraindikationen dieses spezifischen therapeutischen Verfahrens. Ihnen liegt die klinische Erfahrung zugrunde, die im Laufe einer Serie von Forschungsprojekten gesammelt werden konnte, die den empirischen Nachweis seiner Effektivität erbrachten.
